MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 563-102'?833

DEPARTMENT OF PUBLIC HEALTH AND WELFARE /ya

- Regi ion Distri STATE FILE NUMBER
DO NOT WRITE AMENDED agistration District No. I .

ON THIS STUB ILED MNC = 100
1. FLACE OF Bﬂfﬁ" 1J0J 2. USUAL RESIDENCE (Where deceated lived. If inatintion: Residence before

a. COUNTY FI"anl{lin a. STATE I'}IO b. COUNTY’F,I1 ] 1in admisslon)

b. CITY {If outside corporate |imits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

OR OR
owN Washington 3 wks TowN Lonedell Yes O Ne O

c. FULL NAME OF {If NOT in hospirtal, give location) inside Limits d. STREET {If cutsida, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTIUTION' ¢, Francis Hospltal Yes G No [ Highway 47 Yor [IX{No O
3. WAME OF DECEASED Firar iddle Tost 2. DATE Monh Day Yeur

(Type or print} OF
Lula Clavtor DEATH July 31,196

5. SEX 6. COLOR OR RACE 7. Married Never Married L] |B. DATE OF BIRTH | 9 AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR

Femal e hfhit e Widowed Divorced [ 11/25/86 76 MnmhsJ Days Hours Min.

10a. USUAL OCCUPATION ([Give kind of work dons [ 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or ¢ountry) | 12. CITIZEN OF WHAT COUNTRY
during mo! fworlung life, even IF retired)
w1 Home E11lington, M

VS 300
Rev. 4/ 59

3L
20240

DATE AMENDED

Housew .
13a. FATHER'S NAME 13b. MOTHER’'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Josliah Fox Mary Paul Fred C.Claytor

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 1A SASLAL SECHIMTY NOY 17. INFORMANT Address

(Yes, np, or unknown) [{If yes, give war or dates of rerv

o ’ Chas.Claytor Lonedell,Ma

18. CAUSE OF DEATH (Enter only one t.ause per line for {a), (b}, and (c}. - TERVAL BETWEEN
ART 1. DEATH WAS CAUSED ONSET AND DEATH

IMMEDIATE CAUSE (8} lJ- LRT URMTR'RviAn FAI/UQ r. oL P
Conditions, If sny,)  DUE TO (b) AT Scrnpe b Cv bllﬂ.d}'i [ . R
which gave risa to

above cause (a),
stating the under-
lying cause |ast. DUE TO {c)

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsied to the terminal PART 1Il. 1f deceasad was fomale was
disease condition given in PART | (&) there 3 pregnancy in last 90 days.

Snuh’a,\ ?nnq_)\]ﬂ(\ J A N(p th_n“', L_q lDYEl! 0 Ne I {0 Unknown

19. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Ented nature of injury in PART | or PART |l of item 18
PERFORMED? O a a
YES [ No[)

20c. TIME OF Hour Month, Day, Year
INJURY a.m,
p.m.

20d. INJURY QOCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION

WHILE AT WORK (J farm, factory, streer, office bidg., etc.)
NOT WHILE AT WORK (J

21. | attended the deceased frnm_i!&&_m 3 to. _DA A TH and last saw :;;u'live un—L-LM-;-—-—

il LI F_m on the date stated sbove, and to the best of my knowledge, from the csuses wated.

DOCUMENT

INSTEAD OF

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

Death occurred ot

22a. SIGMATURE {Dagree or title) 22b. ADDRESS 22c. SIGNED
2V ANl s SN QLeln | Moo 7f5

Tle. Bum:J CREMATION, | 23k DATE T 23c. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION (City, town, of county) {Stbre}

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

REMOYAL (Specify)
Buri

8/3 /63 Midlayn Garde Union,Mo,
24, FUNERAL DIRECTOR v ’ ADDRESS 25. DATE RECD. LOLAL REG. |26, R RAR’S SIGNATURE
Casey-Lenox F.H. SteClair,Mo, ' ;jj \7’-24 045@_

{Licansed Embalmer's Sratemenr on Reversa Side)

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby cenify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by - - Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Nole: ‘The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwmmg

If this body is not embalmed fact should be so stated above.

. -




